
 

 
 
 

Family Physician _____________________________________________________________________ 

 

Referred by or Request for Consult by ____________________________________________________ 

 

How Did You Hear Of Us? ____________________________________________________________ 

 

 

 

Patient Name___________________________________________________________________________ 

                           First                            Middle                                  Last                                   Date of birth 

 

Address___________________________________ City__________________ State_______Zip_______ 

 

 

Male _____ Female _____    Email Address ______________________________SSN_______________ 

 

  Home (___)________________ Cell  (___)____________________  Work (___) __________________ 

 

Employer _______________________________  Can Message be left at above numbers?____________ 

 

Spouse’s Name _______________________________  Phone Number (___)_______________________ 

 

Emergency Contact If Different From Spouse _____________________ Phone (___)_________________ 

 

 

 

 

 

 

Agreement for Examination And/Or Treatment 

 

I hereby agree and consent to be examined and treated by my physician.  I 

understand I have the right to participate in decisions involving my health care.  I 

do consent to such routine diagnostic procedures deemed necessary by my 

physician. 

 
  
____________________________________    _____________________________________  _______________________________ 

Printed Name of Responsible Party               Signature of Responsible Party                           Date 

Brian A. Metz, M.D., FACS       Bruce E. Zimmerman, M.D., FACS 
David K. Hill, M.D., FACS

Phone: 913.764.2737
Fax:     913.764.7502MIDWEST

Ear, Nose & Throat, LLC


